examination of the accessory sinuses if the block containing the ethmoid and sphenoidal sinuses were removed, and the diagnosis postponed until a complete microscopical examination could be made.
In this case there did not appear to have been cavernous sinus thromibosis. But many cases of lepto-meningitis associated with sphenoidal sinus suppuration were secondary to septic thrombosis of the cavernous sinus, due to a retrograde septic thrombosis of the veins which threw their blood into the cavernous sinus, many of those veins being meningeal. It was not always necessary that there should be clinical signs of cavernous sinus thrombosis.
What was the direct route of infection from the sphenoidal sinus to the lepto-meninges ? One would naturally say by the lymphatics, but so far as he knew no direct lymphatic route had been traced anatomically from the spbenoidal mucous membrane to the pia-arachnoid meshes. It was a point needing further inquiry.
Sir JAMES DUNDAS-GRANT said that in many cases, if the sphenoidal sinus was opened post mortem, a muco-purulent fluid would be found, which was not generated there as a result of inflammation of the sinus, but had entered' post mortem when the cadaver was on its back. A little muco-pus in the sphenoidal sinus was therefore not of the same significance as it was when in the ethmoidal cells.
Sir STCLAIR THOMSON said that in a paper, written twenty-two years ago, he had reported two cases with cerebral complications and death-not traumatic or surgical-from sphenoidal sinusitis, which had been diagnosed in life and fully proved by post-mortem examination. He was disappointed to hear that examination of sinuses was not a systematic part of every post-mortem; he hoped those engaged in active practice would persuade their colleagues not to omit this routine. It could be readily done without disfiguring the face of the cadaver. After the skull-cap had been taken off, by sawing down the bone to the root of the nose and behind to the foramen magnum, the two halves of the skull fell away from each other, the sphenoidal block could be removed, and the skull could be put together again and the skin stitched.
He asked whether Mr. Vlasto said he removed the middle turbinal to give drainage ? The speaker questioned whether it was wise, in acute sphenoid conditions, to produce any traumatism in the nose beyond a proof-puncture of the antrum, as it had been shown that in acute sinus disease this tended to open the blood-and lymph-channels.
Mr. VLASTO (in reply) said he regretted that, for reasons stated in the paper, no steps had been taken to preserve the specimen of his case en bloc. He could not state whether or not the ethmoidal sinuses were infected, because they had not been specifically investigated. The cavernous sinuses were incised, and they had contained liquid blood. He would not care to say definitely that there was not a mural thrombosis. The statement that the meningitis was of sphenoidal sinus origin was based on the facts that the sphenoidal sinuses were filled with pus, that the meningitis was basal in position and extended from the region of the optic chiasma to the pons, and that no other cause for the meningitis was found. He agreed that ante-mortem diagnosis would probably not have saved the patient's life, but this was no excuse for the fact that a diagnosis had not been made. Of the very few cases in which an antemortem diagnosis had been made, two of these were reported by Sir StClair Thomson, and in both cases the patients had died. He noted the fact that Dr. Watson-AVilliams would have proof-punctured the sphenoidal sinuses in a case such as had been reported, but he, personally, had not found sphenoidal sinus puncture in the case of a child either so reliable or so easy to perform as one might be led to believe. For two years she had suffered from periodic attacks of suffocation and from what were-thought to be asthmatic attacks. During these attacks she became very cyanosed. There was, too, at times copious expectoration of a purulent nature. She was confined to her bed at first for ten months, but during the past year her condition had improved somewbat, though exertion still brought on severe attacks. The breathing was noisy, suggesting an obstruction in the air passage. Examination of the chest showed relative dullness on percussion over the right lung behind, with bronchial breathing. X-ray examination revealed extensive fibrosis of the right lung. Bronchoscopy was carried out on July 6. A mass was found blocking the entrance to the rightbronchus. From a ragged opening in this mass there protruded necrotic, purulent material. A probe was cautiously passed through this and entered a cavity apparently about the size of a hen's egg. The contents were removed by swabbing, the opening was enlarged by means of punch forceps, and the cavity again mopped out and then swabbed with 10 per cent. silver nitrate solution.
Notes of
The pathologist reported on the fragmients removed:-The fragments consist of necrotic tissue in which there are subacute and chronic inflammatory changes. The exact nature of the lesion is obscure but no evidence of malignancy is found.
The reporter is of opinion that the condition he had to deal with waas a glandular abscess, which from time to time evacuated itself, giving relief, only to fill up again and cause obstruction. Mrs. C., aged 42: was admitted to a Medical Ward at the Western Infirmary, Glasgow, suffering from difficulty in breathing. As the physician could find no sufficient cause in the chest to account for the difficulty, she was sent to the Throat Department. Examination by the indirect method revealed a mass almost filling the larynx. With the aid of the suspension apparatus this was completely removed, the place of origin curetted, and 10 per cent. silver nitrate solution rubbed in. The mass was found to be papillomatous.
About a year later the patient was again admitted to the same medical ward with even more severe obstruction to the breathing. The services of the author were again requisitioned with the unkind hint that the former operation had not been efficient and successful. To his relief, however, the larynx was found to be quite clear and the patient was sent back to the physician. A more charitable feeling having been established a bronchoscope examination was suggested. This was carried out and a large mass was found, as far as could be seen completely blocking the entrance to the right bronchus and partially the left. This was removed with forceps and punch forceps, and was found to be growing from the bifurcation. The bronchial tree was examined for any growth at other lparts, but with a negative result. The place of origin was well swabbed with silver nitrate solution. The pathologist reported that the growth was pl)apillomatous. Since that time there has been no return of the difficulty in breathing and the woman is quite well. Case III.-Suspected Foreignt Body in Right Lung. Negative Resutlt on X-ray Examination and on Bronchoscopy. A month later severe pain. in front of, and below -angle of Scapula where a patch of Surgical Emphysema developed. Miss M., aged 53.
In June, 1925, she motored from London to Glasgow in an open car. Immediately -after this she developed an irritating cough with severe spasms at times, but unaccompanied by expectoration and with no signs of hwmoptysis. She herself was under the impression that she had inhaled dust during the journey and that this was the cause of the cough. She was seen by a consulting physician who could find no cause for the cough, and thought the condition was a " neurosis." X-rav examination of the chest showed some fibrosis of the lungs and possibly (?) slight dilatation of the aortic arch. Wassermann negative. No other evidence of aneurysm was found.
Except for the cough she felt and looked quite well but the cough remained irritating in spite of treatment.
She was referred to the author on December 8, 1925. Beyond some congestion of the pharynx and larynx there was nothing abnormal. The cords moved normally. A bronchoscopic examination was carried out under chloroform. The bronchi and brafiches were examined in detail but nothing whatever was found. The cough persisted for a few days, but after a week disappeared and the patient left the nursing home. Four weeks later she was sent back to the home by her medical attendant, as she had developed a slight rise of temperature accompanied by sharp pain below, and in front of, the angle of the right scapula, where he also found a patch of surgical emphysema. The writer saw her again and there .was no doubt about the emphysema. The chest was again X-rayed but again nothing was discovered. The emphysema and pain disappeared in a few days. The patient. has remained in good health ever since, and has had no return of the cough. The writer is puzzled as to the sequence of events, but suggests that the patient inhaled a small piece of flint or other sharp substance during her journey by motor-car, and that this foreign body found its way through the pleura (setting up a localized inflammation by which the pleural surfaces were united), and passing on to the subcutaneous tissue, where it remains at rest.
Dicutssion.-Sir JAMES DUNDAS-GRANT said that he had had a case resembling one of Dr. Syme's. The patient had had dyspncea and stridor, chiefly inspiratory. With the bronchoscope a fimbriated body which moved with the breathing was seen at the bifurcation. He (Sir James) had removed this and the breathing had afterwards been perfect. One passage of the bronchoscope relieved the patient during a subsequent attack of dyspncea. There was a syphilitic stricture of the trachea. The patient had improved greatly under appropriate treatment, and was allowed to go home, with the injunction to return if he had serious symptoms again. He did not return, however, until the dyspncea was extreme, and on the night after his arrival he died.
Mr. RITCHIE RODGER said the moral of Dr. Syme's second case was that when laryngologists were asked for an opinion by their physician colleagues they should be careful to say they could not see anything with the laryngoscope, but that they would like to make a bronchoscopic examination. Two vears ago he (the speaker) was asked to see a man in sufferingfrom what appeared to be an attack of asthma. He could not find anything unusual in the larynx. A bronchoscopic examination was not made, and after death a papilloma just above the bifurcation was found, similar to that occurring in Dr. Syme's case.
Dr. SYME (in reply) said that at the Scottish Societv, a year ago, he had pressed the point, as Mr. Fraser had done, that bronchoscopic examinations should be much more frequently Mr. HOWARTH said that this patient was not now appreciably worse than when last shown, but the point of interest was the associated lung condition, and the analogy to the other case, the skiagram from which he had shown-that of the patient who had died from miliary tuberculosis in the lung. It was suggested that a blood-infection had already taken place, and that it was merely a matter of time for it to progress through the lung and for the tubercles to break down.
